Section ofPlastic Surgery 401 nosa from the ischiopubic rami, leaving only the base of the crus on either side; this gives length, but, of course, gives also an element of posterior displacement, but at least it becomes possible to hold the penis so that the stream can be directed. Sexual function in male epispadiacs is usually satisfactory provided chordee has been adequately corrected. Semen analysis will usually reveal a normal specimen unless operative trauma or infection have interfered with the ejaculatory duct system.
The elements of the hypospadias deformity are well known, but a few points bear emphasizing. The external meatus, not content with its abnormal position may also be too small, sometimes pinhead in size, and there may be a transverse bar of tissue distal to it. A small pit, a deeper sinus, or even a reduplicated anterior urethra may also occur. It may be impossible for an affected child to pass urine in a reasonably straight line. In cases where the chordee looks minimal this inability to pass urine in a straight line may be considered the major indication for its correction. ' The surgical treatment may be divided into 3 steps: meatotomy and/or division of the transverse bar; correction of the ventral curvature; reconstruction of the urethra.
Meatotomy: This is done if necessary about three months prior to correction of the ventral curvature, or at any time in the first year of life if the meatal stenosis results in difficulty with micturition.
Correction of ventral curvature is very important; urethral reconstruction cannot be undertaken until the ventral curvature is fully corrected. Failure to achieve this will result in a curved adult penis, and the curve is accentuated during erection. Straightening is carried out in mild cases by incising the ventral penile skin distal to the meatus transversely and removing all the fibrous bands causing the chordee. The wound is then sutured longitudinally. A Z-plasty may be incorporated in order to break up the line of the scar. Sometimes wide undermining of the penile skin is necessary to gain primary closure without tension and a dorsal slit may help.
The fibrous bands causing the chordee are classically described as being present in the midline distal to the external meatus and replacing the corpus spongiosum. Experience has shown that very often these bands extend as a sheet laterally, and dividing them on the ventrolateral side of the penis releases the chordee.
Some surgeons take the opportunity at the time of chordee correction to transfer much of the preputial skin to the ventral surface of the penis in preparation for urethral reconstruction using a tube rather than a buried strip of skin. Denis Browne considered that this was unnecessary as epithelialization will occur from a buried strip without excess scarring, and there is a risk of necrosis of the thin preputial skin if too much mobilization is done.
Urethral reconstruction: The particular advantages of the Denis Browne repair are evident at this stage. Using a buried strip of skin there is more skin available for cover than if some of this was used to make a tube. Any length of urethra can be reconstructed and it is particularly useful in reconstructing long defects.
It is essential to divert the urinary stream from the site of the repair (using a perineal urethrostomy), and to gain good apposition of the ventral skin over the buried strip. Denis Browne used beads and lead stops and they remain useful, provided they are applied without tension. Alternatively, several layers of subcuticular sutures are satisfactory. A dorsal slit takes the tension off the suture line. No dressing is required. The bead sutures are removed after 7 days and the catheter after 10 days.
To achieve good results, meticulous care is essential during every stage of the operation. The bipolar coagulator has proved very useful for hemostasis.
Problems
It is difficult to achieve good results in every case. The commonest postoperative problems are: fistula formation; stricture formation; necrosis of the distal tip of the repair, with consequent failure to achieve adequate length of the reconstruction. A review of results in 51 cases treated at The Hospital for Sick Children, Great Ormond Street, during 1969-74 shows that fistula occurred in 8 cases (16%); strictures in 2 (1 terminal, 1 at the site of urethrostomy); terminal breakdown in 3, total breakdown in 1.
Conclusions
The Denis Browne operation gives satisfactory results, particularly in severe cases ofhypospadias, in the hands of reasonably skilled surgeons. The fewer individual modifications introduced, the more consistently satisfactory will the results be. In a teaching unit a re-correction rate of 16% can be considered satisfactory in a field of surgery where it is often difficult to achieve good results. There is a surprising deficiency in the literature of information on the final results of hypospadias surgery. In this study, described in more detail elsewhere (Sommerlad 1975) , 60 patients who had undergone surgery for hypospadias and were 17 or older, were interviewed and examined. All the operations had been performed in one hospital by two surgeons. The techniques of repair used were those of Denis Browne (1949) -24 patients, and Ombredanne (1911) -30 patients; 6 patients had had meatotomies alone.
Few of the patients had unpleasant memories of treatment in childhood but in adolescence and later, the majority bad experienced anxiety about future sexual function and awareness of penile deformity. Longer follow up would reduce these problems.
Scars from dorsal slits and ventral scars were generally fine, soft and mobile. Unsightly redundancy of skin after Ombr6danne repairs was a frequent source of complaint. The new meatus was more than 1 cm proximal to the glandular pit in almost half of the cases, but rarely more than 2 cm. The flaccid penis was considered small (length less than 6 cm or circumference less than 8 cm) in 9 patients.
Micturition was often troublesome, causing social problems. Downward deflection of the stream was frequent and unpredictable. Spraying was significant in over two-thirds of each group, being most common and most severe in the Ombredanne group where it was proportional to the size of the meatus. Neither deflection nor spraying was related to the site of the meatus.
Over two-thirds of each group had had sexual intercourse but few experienced difficulty and in only 2 was this due to chordee or smallness. A few of the patients described weak ejaculation and urethrograms showed slow emptying and, sometimes, saccular dilatation of the reconstructed urethra.
Fertility was untested in the majority but 11 had produced offspring and only 2 were considered infertile, both because of testicular abnormalities.
